Behavioral Health Communication Form to Primary Care Provider

ACTION REQUIRED ACTION NOT REQUIRED

| Patient Information
This patient is currently receiving behavioral health services and has consented to share the following information
with his/her PCP.

Patient Name: DOB / /

Attached is a signed copy of the release of information Yes No

Behavioral Health Condition(s)

This patient is being treated for the following behavioral health conditions(s): list all diagnoses

This patient has the following substance abuse issue(s): (if applicable)

Medications
Medication Start Date/End Date
Labs
Labs Start Date/End Date
| Next Office Visit |

This patient is scheduled to return on:

| Additional Information |
Additional information and description of any special concerns:
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Confidentiality Notice: This form (including the information it contains and attachments) is a business
communication intended for the authorized use by the person who requested it, or for the authorized use by the
intended recipient to perform an employment duty or business function. This form may contain confidential,
privileged, or proprietary information, including (but not limited to) Protected Health Information covered by the
Health Information Portability and Accountability Act. It also may be protected by the Electronic Communication
Act. If you received this form by mistake, either directly or inadvertently as a recipient on a copied or forwarded
from, promptly notify us by phone or fax. Destroy this form, the information and the attachments you received by
mistake. You must not print, forward, or disclose to any third party by electronic, written or oral means any
information you may receive by mistake. We do not waive any privilege. We may take legal steps or other
appropriate action as needed to protect the confidentiality and privilege of any information inadvertently disclosed.
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